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PHARMACY POLICY STATEMENT 
Indiana Medicaid 

 
DRUG NAME Korlym (mifepristone) 
BILLING CODE Must use valid NDC 
BENEFIT TYPE Pharmacy 
SITE OF SERVICE ALLOWED Home

patients with endogenous Cushing’s syndrome who have type 2 diabetes mellitus or glucose intolerance and 
have failed surgery or are not candidates for surgery. It is a selective antagonist of the progesterone receptor 
at low doses and blocks the glucocorticoid receptor (GR-II) at higher doses. Korlym does not reduce cortisol 
levels.  
Glucose intolerance is common in Cushing’s syndrome, primarily due to stimulation of gluconeogenesis by 
excess cortisol. Controlling hypercortisolism is the first step taken to improve glucose metabolism in these 
patients, before the addition of antidiabetic medication such as metformin. Impaired glucose metabolism is 
generally resolved once cortisol levels have normalized, however, patients with diabetes should continue 
antidiabetic therapy. 

 
Korlym (mifepristone) will be considered for coverage when the following criteria are 
met: 

 
Cushing’s Syndrome 
For initial authorization: 
1. Member is 18 years old or older; AND 
2. Medication must be prescribed by or in consultation with an endocrinologist; AND 
3. Member has diagnoses of endogenous Cushing’s syndrome AND type 2 diabetes or glucose 

intolerance secondary to hypercortisolism (baseline labs required); AND 
4. Member failed surgery or is not a candidate for surgery (documentation required); AND 
5. Member has tried and failed ketoconazole and/or cabergoline for at least 3 months2,5; AND 
6. Female members with reproductive potential must have a negative pregnancy test. 
7. Dosage 
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CareSource considers Korlym (mifepristone) not medically necessary for the 
treatment of conditions that are not listed in this document. For any other 
indication, please refer to the Off-Label policy. 
 

DATE ACTION/DESCRIPTION 
07/01/2020 New policy for Korlym 
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